UNILATERAL paralysis of the elevators (inferior oblique and superior rectus) is a syndrome treated only briefly by most authors (see Duke-Elder, 1949) . It is, nevertheless, a relatively frequent clinical entity and of great importance in practice. Bielschowsky (1939) considered this paralysis and the anterior internuclear syndrome to be the only unilateral supranuclear paralysis which could be diagnosed clinically. White (1942) described the syndrome and suggested a useful semiological classification. Malbran (1944 Malbran ( , 1949 and Malbran and Sevrin (1952) have accepted Bielschowsky's idea of pathological evolution, and White's classification of the signs.
Apart from clinical reasons, and considering the anatomy only, it is clearly difficult to assign this syndrome to a nuclear or infranuclear lesion. For the first, it would be necessary to accept the existence of a lesion which slowly affected the nuclei corresponding to the superior rectus and inferior oblique, without affecting the intra-ocular muscles and other muscles innervated by the 3rd nerve. An infranuclear lesion is even less probable, as it entails the postulation of a pedicular or truncular lesion which would affect selectively these fibres destined to the two muscles in question. That both elevator muscles of the same eye could be affected by a paralysis of orbital origin is also improbable in view of their anatomical separation.
Per contra clinical arguments favour a supranuclear pathology, as in these cases the integrity of the peripheral neurone can be demonstrated.
In examining a patient with this syndrome, it is possible to ascertain that the movements of elevation of one eye are totally absent; occasionally both muscles appear completely inactive, in other cases the functional deficiency of the inferior oblique is more marked than that of the superior rectus or vice versa. Generally, the patient offers the whole clinical picture of vertical strabismus with descent of the affected eye with pseudo or true ptosis (both forms exist as we will see later).
More rarely the paralysed eye maintains fixation, and the normal eye displays a strong vertical strabismus with elevation in secondary deviation.
If the patient is asked to look up, the eye will not usually succeed in rising above the horizontal meridian. There exist, nevertheless, special manoeuvres which enable us to show the integrity of the elevator action of these muscles.
*Received for publication May 22, 1954.
7ENRIQUE MALBRAN AND ATILIO LUIS NORBIS
(A) The most precise and objective test is that based upon persistence of a normal Bell's phenomenon. The patient is asked to close his eyes firmly, if the lids of the affected eye are simultaneously separated the upward deviation of the eye may be observed at that moment. This indicates the integrity of the connections between the 3rd and 7th nuclei through the motor connections below these nuclei. The lesion can only exist, therefore, in the corticonuclear connection.
(B) The postural and psycho-optical reflexes are always positive and agree with Bell's phenomenon in demonstrating the undeniable supranuclear origin of this syndrome. In practice, the routine examination only requires a study of the " Duane's following movement ". So far as these postural reflexes are studied, it is adequate simply to carry out movement of the head downwards (Schuster's " doll's head phenomenon ") whilst the eyes maintain fixation. The absence of the psycho-optical reflex with conservation of these reflexes indicates, according to Bielschowsky (1940) and Fink (1953) , a lesion near the nucleus, but with an intact posterior longtitudinal bundle (Case 2).
(c) It is also possible to study the component of rotation, but this is always more difficult than that of elevation. The superior rectus and the inferior oblique are antagonists in their rotary action, the superior rectus being an intorter and the inferior oblique an extorter. If the head is tilted away from the affected eye, the external rotatory muscles of the paralysed eye (the inferior oblique and inferior rectus) are activated at the same time as their vertical antagonists. If the inferior oblique is affected by a paralysis of the nuclear or infranuclear type, the action of the inferior rectus is not checked and the eye is lowered.
This manoeuvre, whilst theoretically acceptable, in practice provides little information. Notwithstanding, in the two cases of our series in which this manoeuvre was possible, a contracture of the inferior rectus was demonstrable by other means. This contracture is of great importance in considering surgical treatment. (Cases 2, 3, 4, 6, 7, 8) .
Type 3.-Fixing with the paralysed eye which has good vision, the healthy eye with secondary deviation becomes markedly raised and vision is diminished (Case 5).
Case Reports
The particulars of ten cases described below are set out in the Follow-up (November 20, 1950) 
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Observations.-Bell's phenomenon and " following " and " cephalic rotation " reflexes positive. A marked overaction of the superior oblique and inferior rectus was present on the left side (Fig. 1) (1) Usual attitude of patient. (June 16, 1954) . (B) 15 days after surgery (July 2, 1954 Case 10 (Fig. 5, 
Discussion
The presence of Bell's phenomenon in seven, the " cephalic rotation" reflex in seven, and the "following" reflex in seven of the ten cases presented, demonstrates clearly the supranuclear origin of this syndrome. Case 6 was unusual in that Bell's phenomenon and the " following " and " cephalic rotation" reflexes were negative, and he presented a true ptosis. In this patient the pathogenic interpretation proved most difficult. Possibly this was an incomplete nuclear paralysis of the 3rd nerve.
In Cases 2, 3, 4, 7, and 8 pseudo ptosis was evident, and in Case 6 true ptosis; in Cases 1 and 5 the palpebral fissure was normal. We wish to stress here the frequency with which this pseudo ptosis may be wrongly regarded as a true partial ptosis, the elevator palsy having been overlooked. In Case 6, for example, a ptosis operation had been performed at another hospital with an unfortunate cosmetic result. and if necessary he strengthened the superior rectus at a second operation. In our only case of this type (Case 1), we operated on the non-paralysed eye (marginal myotomy of inferior oblique via conjunctiva and 3-mm. recession of superior rectus). We adopted this technique because the vertical deviation was more marked. The cosmetic result was excellent, although the patient still tilted the head slightly backwards to alleviate the diplopia.
In Type 2, White carried out the same operation as in Type 1. We based our procedure on the existence of muscle overaction in the paretic eye, a very frequent phenomenon. When contracture of the ipsilateral antagonists existed (inferior rectus and superior oblique being the commoner in our experience), we carried out Berke's,operation on the superior oblique. If overaction ofthe inferior rectus was present, we carried out a recession of that muscle; and as this is not always sufficient, we also carried out a weakening operation on the good eye (recession of superior rectus by not more than 3 mm. and marginal myotomy of inferior oblique). Where it was impossible to demonstrate the overaction of the ipsilateral antagonists (Cases 4 and 8) we performed strengthening operations on the paralytic muscles, and weakening operations on the contralateral synergists when the deviation was very marked.
In Type 3, White canied out weakening operations on the superior rectus and inferior oblique of the good eye. In Case 5 we have found it necessaryowing to the large horizontal deviation shown-to correct the vertical component in two operations. Only the first recession of the superior rectus in the good eye, and partial tenotomy of the reflected portion of the superior oblique in the paralytic eye has yet been completed. At the second operation it may be necessary-owing to the great secondary vertical deviation-to complete the correction by a marginal myotomy of the inferior oblique of the good eye, and possibly a recession of the left inferior rectus in the paralytic eye, which was found to be in a state of contracture.
